Two patients with severe chronic pain of pancreatic origin are described. In both there was severe back pain and an area of erythema ab igne lay directly over the portion of the pancreas giving rise to the pain. In both patients therapy directed at these areas of diseased pancreas resulted in relief of symptoms. The presence of erythema ab igne on a patient's back at the level of T12-L2 should arouse suspicion of underlying pancreatic pathology, and this may be valuable in a disease with remarkably little to find on clinical examination. In one patient early obstruction of the pancreatic duct by pancreatic carcinoma caused distal chronic pancreatitis and back pain many months before the onset of obstructive jaundice.
Introduction
Erythema ab igne is a reticular telangiectatic and pigmented dermatosis caused by prolonged exposure to local heating agents, such as pads or hot-water bottles and occasionally from irradiation, insufficient to produce a burn (Finlayson et al. 1966 , Shahrad & Marks 1977 .
Although this sign is commonly seen in non-pathological conditions, such as in the elderly who habitually warm their legs in front of open fires, it may also reflect the presence of serious disease.
In a review of the literature, we were unable to find this sign associated with chronic pancreatitis and pancreatic carcinoma. Two cases are now reported of a dorsal/lumbar erythema ab igne associated with chronic pancreatic pain. In-both patients the maximum area of erythema was localized over the area of maximal pancreatic disease.
Case reports
Case 1: A 68-year-old woman presented with a two-week history of progressive obstructive jaundice, a 3-month history of appetite and weight loss, and a year's history of chronic backache sited to the left of the midline in the lumbar and left loin area.
Physical examination revealed an obese woman who was deeply jaundiced. The gallbladder was not palpable. There was an area of erythema ab igne 15 cm in diameter to the left of the midline and spreading into the left loin ( Figure IA ). Endoscopic retrograde choledochopancreatography (ERCP) revealed incomplete obstruction of the biliary and pancreatic duct by a stricture compressing both in the head of the pancreas. There was gross dilatation of the pancreatic duct distal to the stricture ( Figure 1B ). At laparotomy she was found to have a carcinoma of the head of the pancreas with marked features of chronic pancreatitis distal to the stricture. A Roux-en-Y hepaticojejunostomy was carried out, and the same loop of jejunum used to create a side-to-side pancreaticojejunostomy.
After operation her jaundice was relieved and her pain was immediately and completely alleviated. She died four months later with disseminated carcinomatosis and at autopsy the diagnosis of chronic pancreatitis was histologically confirmed.
Case 2: A 51-year-old man presented to his local hospital with a 15-year history of postprandial epigastric pain which had been treated as peptic ulceration by his general practitioner.
'Accepted 13 October 1983 Physical examination was unremarkable, but a plain X-ray of the abdomen showed calcification of the head of the pancreas and some slight calcification in the tail. A diagnosis of chronic pancreatitis was made and he was initially treated with analgesics and pancreatic enzyme replacement. There was some partial relief of symptoms.
Over the following year his symptoms deteriorated and he was referred to Hammersmith Hospital for further management. On admission he gave a history of constant vomiting and lumbar back pain sited to the right of the midline. He had lost weight. The pain was partially relieved by the application of a hot-water bottle.
Physical examination revealed an area of erythema ab igne 10 cm in diameter with its centre situated just to the right of the second lumbar vertebra (Figure 2A 
:.
Figure 2 Case 2 A Erythema ab igne to the right of the midline. B, Gross destructive chronic pancreatitis affecting the head and uncinate process of the pancreas and dilatation of pancreatic duct, as shown by ERCP demonstrated calcification mainly situated in the head of the pancreas and ERCP disclosed extensive chronic pancreatitis affecting the head of the pancreas and distal pancreatic duct dilatation (Figure 2) . At laparotomy chronic calcific pancreatitis was noted in the pancreatic head; the distal pancreas, although inflamed, was obviously much less affected than the head and particularly the uncinate process. Pancreaticoduodenectomy was performed, reconstruction being by means of hepaticojejunostomy Roux-en-Y, pancreaticojejunostomy Roux-en-Y and duodenojejunostomy; the pylorus and first part of the duodenum were preserved. He made an uneventful recovery from operation and there was immediate and complete relief of his pain.
Discussion
Pain is a predominant feature of chronic pancreatitis, being present in over 90% of patients (Sarles et al. 1980 , Lancet 1982 . Patients usually present with epigastric pain, often cramping in nature, which is usually referred to the back in the region of the 10th to the 12th dorsal vertebrae. Each attack of abdominal pain can last for many hours or even days, and may be precipitated by alcohol or food. The pain may be relieved by the patient sitting flexed forward, but this history is not always obtainable.
An old but effective remedy for chronic pain is to apply local heat to the most painful area. In the United Kingdom it has been customary to use a hot-water bottle as a source of heat, but its over-zealous use can result in the production of erythema ab igne in the area of maximal pain intensity. The two cases reported here had marked erythema ab igne localized over the maximal area of disease, as demonstrated on radiological studies and at laparotomy: we suggest that there may be value in this observation, not only in diagnosis but also in suggesting the area of the gland to which therapy should be directed.
There is experimental evidence to support this suggestion. Bliss et al. (1950) studied the localization of referred pancreatic pain by electric stimulation in man. Electrodes were introduced into the head, body and tail of the pancreas at operation. Postoperatively the threshold of pain (that is the minimal intensity of pain perceived by the patient) was determined by stimulation of the pancreas, the pain localized by the patient being recorded upon a dermatome figure. It was found that stimulation of the tail of the pancreas induced pain to the left of the midline, whereas stimulation of the head induced pain to the right. In the two patients described not only was the area of erythema ab igne directly over the area of maximal involvement, but in both cases therapy directed at excision or drainage of the affected area gave complete pain relief.
